A case of multiple myeloma is reported with a fluctuant mass of the right forehead which was unresponsive to chemotherapy. A CAT scan showed that the fluctuant mass arose from an anterior lytic lesion of the skull. The history and laboratory data of widespread myelomatosis enabled this unusual lesion to be differentiated from a solitary plasmacytoma.
Case report
A 67-year-old Caucasian woman was first seen in August 1979 with complaints of generalized weakness, easy fatigue, chronic leg and ankle swelling and intermittent rib pain of several months duration. She also complained of a large swelling on the right side of her forehead. It had started as a small non-tender swelling in May 1979.
Her family doctor had diagnosed hypertension and had started her on hydrochlorothiazide 50 mg daily.
Physical examination revealed a weight of 72.6 kg and a height of 1.7m. Her blood pressure Was 120/70 mmHg. The pulse was 80/minute and regular. The respirations were 20/minute with an oral temperature of 98.8°F (37.I"C), Her appearance did not suggest distress. Pallor of the skin, nail beds and mucous membranes was evident on inspection. The neurological examination was normal. The head showed a protruding !llass approximately 6.35em in diameter, rubbery In consistency, non-tender, located at the hairline of the right forehead ( Figure I) .
Tile sinuses were clear by transillumination and kul l X-rays. Examination of the ears, nose, and Indirect laryngoscopy was normal. Except for eneralized tenderness of the bony thorax Including the sternum, right clavicle and ribs, the rest of the physical examination was normal,
The laboratory data showed an anaemia of . 8 g/Ioo ml, a haematocrit of 20% and a mild eUkopenia of 3900WBC/mm~.
The peripheral blood smear showed rouleaux formation, normochyomic normocytic red cells and few plasmacy-tOid lymphocytes. The sedimentation rate was I Accepted 28 April 1982 0141-0768/83/020 I57-02/S0 1.00/0 The skull Xsrays portrayed multiple lytic lesions with a frontal soft tissue mass overlying a large lytic lesion of the frontal bone. The CAT scan revealed a spherical mass replacing a segment of forehead. The extracranial mass was cystic with tumour exudate in its centre (Figure 2 ).
Discussion
The clinical diagnosis was multiple myeloma of the IgG lambda type with soft tissue metastasis to the forehead from an underlying lytic bone lesion of the skull. The forehead cystic mass was not aspirated or biopsied for fear of introducing infection to the epidura and meninges in a compromised host (see Figures I and 2 ).
In spite of three cyclical courses of busulphan (Myleran) and prednisone followed by melphalan and prednisone therapy and several units of washed packed cell transfusions, chemotherapy did not affect or reduce the size of the cystic mass in the forehead nor alter the course of the disease. She died one and a half years later from renal failure and intercurrent infection. In retrospect, local irradiation to the forehead lesion may have been beneficial in reducing the size of the tumour.
Asthma and atopic eczema 1
The last twenty years has brought about a rapid expansion in research into allergic diseases which has enabled the clinician to control hypersensitivity reactions. Without this scientific base the role of the allergist would be as purposeless as that of the alchemist 300 years before. This meeting was concerned with such advances in allergic diseases of the skin and lungs.
Dr Bruce Mitchell (Clinical Research Centre, Harrow) described studies on the pathology of delayed hypersensitivity skin reactions elicited by patch testing (Mitchell et 01. 1982 , Platts-Mills et al. 1983 . The method of antigen challenge used in this case was topical application for 48 hours under occlusive dressings after first having lightly abraded the skin. Dr Mitchell then presented data on 15 patients who had been selected for their sensitivity to a purified house I Report of meeting of the Section of Clinical Immunology & Allergy, 14 June 1982 0141-0768/83/020158-03/$01.00/0 Wiltshaw (1976) has discussed the relationship between extramedullary plasmacytoma and. solitary myeloma and/or myelomatosis. It would seem that the large soft tissue fluctuant mass in the forehead of this patient represented a metastatic soft tissue lesion spreading directly from the underlying lytic lesion in the skull.
Clinically the patient's findings were typical of multiple myeloma with the exception of the unusual physical finding of soft tissue myelomatosis swelling of the forehead. The CAT scan demonstrated that the infiltrate was an extrusion of an underlying lytic lesion of the skull, into the soft tissues of the forehead. Such a phenomenon has to be differentiated clinically from solitary plasmacytoma (Gilbert et 01. 1978 , Medini et of. 1980 , Wiltshaw 1976 ). mite antigen, termed PI. Ten of these patients had atopic dermatitis and with positive immediate intradermal skin tests to the PI antigen were also patch-test positive to the same antigen; non-atopic controls were neither prick-nor patch-test positive. Biopsy of the eczematous skin lesions induced by patch testing showed evidence of a heavy infiltration of basophils along with mononuclear cells and eosinophils. Certainly in guinea pigs, basophil accumulation is T-cell dependent (Askenase 1977) . To see if this was so in man, samples of plasma were obtained by plasmapheresis from patients with atopic dermatitis which were very high in anti-PI IgE and anti-PI IgG. Six suitably cross-matched donors with agammaglobulinaemia were then transfused with the antibody-rich plasma. Rise in both IgE anti-PI antibody and IgG anti-PI antibody was verified by comparison of blood samples, taken before and 48 hours after transfusion. Each of the patients who had been passively transferred with hyperimmune globulin were patch tested with
